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MEDICAL FORM

Date ________________________

	Personal Information

	Name
	Date of Birth
	Age

	
	
	


	Have you ever been diagnosed with the following? (Check YES if you experience that issue)

	Medical Issue
	Yes
	Name of Medication
	Medical Issue
	Yes
	Name of Medication

	Allergies
	
	
	Mental Health Disorder
	
	

	Arthritis
	
	
	Migraines
	
	

	Depression
	
	
	OCD
	
	

	Diabetes
	
	
	Panic Attacks
	
	

	Head Injury
	
	
	Seizures
	
	

	Heart Disease
	
	
	Sleep Problems
	
	

	Hepatitis (Type)
	
	
	STD (Type)
	
	

	Hypertension
	
	
	Stroke
	
	

	High Cholesterol
	
	
	Thyroid Problems
	
	

	Other (Please explain below)



	Have you ever experienced any of the following symptoms?
	
	
	Have you sought treatment?

	Symptom
	Yes
	Comments

	Pregnancy
	
	

	Infertility
	
	

	Abortion
	
	

	Miscarriage
	
	

	Sexual Desire Difficulties
	
	

	Sexual Arousal Difficulties
	
	

	Orgasmic Difficulties
	
	

	Pain Related to Sexual Activity
	
	

	
	
	

	
	
	


Signature_____________________________________
